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CROUND RULES FOR USE
OF THE AIDS MEMORANDUM

The AIDS Memorandum serves as a forum
for the rapid exchinge of mew informa=
tiez and ideas among clinicians and mci-
estists invelved in AIDS research and
mansgement. Material contained in the
Memorsndum can be of several kinds:
positive andfor megative results, clini-
cal andfer experimental findings, pre-
liminary and/or validated data, chserva-
tione, oquestions, theories, commentar-
jes, and others. This material is not
subjected to peer review. Therefore,
ugers of the Mesorandum must agree to
treat all material as privileged infor-
matien and to coosider it as tentative
and subject to change prior to- formal
publication 4m @& refereed jourmal.

Users must agree nmot to cite material
from the Memorandum without first ob-
taining the consent of the author(s),
and, with author permizsion, to cite in-
formation only as a personal communica=-
tion. Author addrecses are provided for
this purpose.

Users must agree to contribute data
or ideas to the Mesorandum at least once
a year. On an annual basie, the names of
individuals whe have not contributed to
the Memorandum will be culled from the
eailing list, so as to limit circulation
of the Mesorandum eomly to individuals
actively workiog in the field.

Finally, users must agree to share
material ian the Memorandum omnly with
cther individuals willing to honor these
ground rules.

& 8



TEIS MEMORANDUM CONTAINS PRELIMINARY DATA WHICH MAY NOT BE CITED
EXCEPT AS FRESCRIEED IN THE GROUND RULES FOUND ON PAGE 1

AIDS Meporandum, Vol. 1(9), 1984

Page 2

A METHOD FOR INACTIVATING LIPID-
CONTAINING VIRUSES IN FLASHA
PRODUCTS WITHOUT LOSING THE
BIOLOGICAL ACTIVITY OF THE FRODUCT

Conmerical plasma proeducts such as
factor VIII and fector IX bave proven
effective and practical for treating
life-threatening clotting deficiencies.
These products have, bowever, continued
te be sources of infectious hepatitis
viruses and, more recently, bave been
implicated in the transmission of the
AIDE wirus. JIefectiong with thege wvi-
ruses following infusica of plasma prod-
ucts are not rare: over 60f of hemo-
philiacs have evidence of infection with
hepatitis B wirus, non-A,non-B hepatitis
agents, and LAV/HTLV-III (the retrovirus
that iz the putative sticlogic agent of
AIDS). Probably all comsercial lots of
clotting factors are contaminated with
one or more of these viruses. Even when
a serologic screening test for the virus
3¢ available (az in the cazse of thes
hepatitic B virue), the infectious agent
has not been eliminated from commercial
lote. The inkerent limitations of sero~
logic tests, human error, and the abil-
ity of a single wirus-positive wnit to
contaminate a very large pool of plasma
such as that employed for fractionation
of plasma derivatives may all contribute
to this sustained contamination.

Fumerocus attespts to inactivate wi-
ruses contamipating plasma products hawve
met with little success. The failure of
the wvarious inactivation procedures at=
tempted bhas stemmed from the relative
resistance of the agents to physical or
chenical idinactivation and the relative
lability of the plasma products to the
same inactivation procedures. Procedures
used to stabilize the biological potency
of the plasma products have produced
conconitant stabilizations of the con=
taminating viruses.

One characteristic shared by bleecd-
borne hepatitis viruses and retroviruses
iz the presence of essential lipids in
the wirions. Removal or disruptica eof
the lipids imactivates both types of wi-
ruses. Both organic lipid sclveots and
detergents have been used successfully
to inactivate lipid-containiasg viruses;
different mpesbers of each of these
classes of chemicals vary greatly do the
efficiency with which they remove or
disrupt lipids. Previous studies showed
that diethyl ether could ipactivate wir-
tually all lipid-contsining viruses ex-
cept the pox viruses which proved to be
highly resistaot (only approximately one
logyp of virus was inactivated). Chlore-
form was subsequently found to be a more
efficieat lipid solvent: with chloro-
form, over twe log;g of vaccinia wirus
infectivity could be destroved consie-
tently. Poxviruses, especially vaccinis
wviruses, are, therefore; the most suit-
sble agents for use in tests of wirus
inactivetion by lipid selvents.

Tests of the lipid solvent sensitiv-
ity of wiruses are ususlly perforsed im
& two-phase water-solvect system; this
system alse depatures labile proteins.
Bimilarly, certain detergente depature
some proteins: those which asre rela-
tively ineffective in removing lipids
are also the least effective in depatur-
ing proteins; apd those wvhich are the
most effective in rewmoving lipids are
most effective ip protein depaturation.

Experiments were designed to develop
virus inactivaticn procedures for labile
proteins using chloroform. A model
lipid-containing wvirus (vaccinia) was
added to commercial factor VIII. The
contaminated factor VIII was lyophilized
and extracted inm the dry state with
chloroform. In preliminary studies, sig-
mnificant inactivation of wvaccinia wirus
vas aschieved with essentiaslly 100%
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recovery of biological potency eof the
product. Subsequent experiments yielded
erratic results including incomplete in-
sctivation of the vaccinia virus.

We suspected that residual moisture
content of the chloroform andfer the
plasma product might play a2 rele in the
efficient inactivation of lipid-contain-
ing viruses in lyophilized plasza prod-
pcts. Therefore, an additional set of
experiments was carried out to determine
the ability of increasing concentrations
of water in chleroforz te petentiste im-
activation of vaccinis virus. As shown
in*Table 1, 100% saturation of chloro=
form with water yielded significant im-
activation of lyophilized wvaccinias wi-
rus, while full biological poteacy of
lyophilized facter VIII was retained.
Chleoroform cozpletely saturated with H30
existed as a siogle-phase liquid that
could be manipulsted coovenieatly and
removed from the lycphilized product by
evaporation. In contrast to these re-
sults, tvo-pkase chloroform-water ex-
traction resulted in cosplete imactiva-
tiop of vaccinis virus but also signifi-
cent loss of facter VIII activity, prob-
ably through denaturaticn of labile pro-
teins at the chloroform-water interface
(Table 1).

Since the solubility of water im
chloroform can be increased by addiog
ethanol or by increasing the te=pera~
ture, the effects of variations inm these
parameters oo virus ipactivation and re-
tenticn of biological potency Irespec
tively were exsmined (Table 2). The
gaturation of chloroform with water at
elevated tenperature (37°C) or after the
sddition of 2% or 5% ethanol yiclded &
reageot at least as effective in imacti-
wating virus vhile protecting biological
potency of the product as was chloroform
gaturated with vater under standard com-
ditions. However, small differences in
virus inactivation could not be eval-
uated in this experiment, since water=
saturated chloroform, mot further modi-
fied, coopletely inactivated the wac=
cinia virus at room tesperature.

Although im our studies sigonificant
losses of biclegical potency were ob-
served when two-phase chlorcform-water
systezs were used for the extracticnm
procedures, other studies bave shown
that mere highly purified factor VIII
preparations can be treated in this way
with ealy minimal less of biological
potency. The ease with which a single-
phase organic solvent systeas can be

TABLE 1

Vaccinia Titer

Factor VIII Level

Treatment* (TCIDga) Y (% of Control)
100% Hy0 saturated CHClg 102.25 105
75% Hy0 saturated CHCls 10478 100
50% Hz0 saturated CHClg 104.25 100
25% H;0 saturated CHClg 10475 110
Dry fresh CHCly 104 110
Hs0 + CHCly (2 phase) 0 14
Hjﬂ' l:l-nlj' lﬂ'l - 100

*
E:f.tn-ctinu with shaking at 20°C for & hours. CHCly resoved by evapora-
tion (single-phase) or centrifugatien (two-phase).

TCID = S0% Tissues culturg infective dose.
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TABLE 2
Vaccinia Titer Factor VIII Level
Treatment® Temp. (TCIDgo) (% of Control)

Dry CHClg 20°C 10% 75
Hy0 saturated CHCls 20°C i) g4
Dry CHCls 37°C 104-78 119
Ho0 saturated CHCls 37°C 1] 75
Dry CHCl3-2% ethanol 20°C 10® 100
H:0 saturated CHCljy- 20°C 0 100

#% ethanol
Dry CHC13-5% ethanol 20°C 104.7% 119
H;0 saturated CHCly- 20°C 0 96

5% ethanol
CHCla+ Hy0 (2-phase) 20°C (1] 0.3
CHCls+ Hp0 (2-phase) 37°C o 0.3
Hz0 only (comtrol) 20°C 10%.5 100
Hz0 only 37°c 10%-% 15

* Extraction and resoval of sclvent as in Table 1.

manipulated and the negligible effect of
this system on bieclogical potency would
seem to make such a system the method of
choice for inactivation of lipid-con-
taining wviruses in labile biological
products.

Certain lipid solvents can effi-
ciently inactivate lipid-containing wi-
ruses without altering the biological
potency of labile proteins, thus provid-
ing a differential inactivating effect.
Otker chemicals-=-such as formaldehyde
and beta-propiclactene--or  physical
agents--such as heat--produce parallel
insctivation of viruses and blood prod-
vets. The plasma derivatives of thera-
peutic interest generally do mot contain
essential lipids. Some undesirable bio-
logical substances, such as certain en-
dotoxins, probably are inactivated by
extraction with lipid solvents under
these conditioms.

Since the poxviruses are widely rec-
ognized as the lipid-containing viruses
most resistant to inactivation by ex-
traction with lipid solvents, all other
classes of such viruses can be expected
to be inactivated efficiently by the
procedures described above. Ascng these
viruses are the hepadnaviruses, the hep-
adnavirus-associated delta agent, herpes

viruses, togaviruses, bunyaviruses,
retroviruses, orthomyxoviruses, paramyx-
oviruses, rhabdoviruses, arenaviruses,

coronaviruses, and other wunclassified
lipid-containing wviruses such as the
non=-A, non=B hepatitis viruses.

R. H. Purcell apd 5. H. Feinstone. Hepa-
titis Viruses Section, Laboratory of In-
fectious Diseases, National Institute of
Allergy and Infectious Diseases, Nationo-
al Institutes of Health, Bethesda, Mary-
land 20205.
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PORPHYRIA CUTANEA TARDA
IN AN AIDS PATIENT

A 32-year-cld white male was success-
fully treated for Pneumocystis caripii
posumcnia in April, 1384, with a 26-day
course of oral trimethoprim/sulfasethex-
azole. Five weeks after the completicn
of a2ll antibiotic therapy, the patient
began to develop painless, bullous le-
sions on the dorsa of his arms, bands,
and chest. The lesions ranged in size
up to 1-1.5 cm. Lesiocns did pot appear
in "crops" but formed cemstantly. These
lesions subsequently bealed, leaving
hypepigeected areas on the skin.

Eiopsy of one lesion indicated that
thke lesicn contained no giant cells,
Tzaock cells, or viral ioclusion bodies.
The patholegy wvas dnoterpreted as moa-
diagnostic. No organisms were cultured
from the lesion.

At this time, the patient’s clinical
course was marked by fevers rising ccca-
siopally teo 102°F,” oral cendidiasis,
berpes simplex infection im the perianasl
area, and herpes zoster infection in the
right thoracic dersatomes (6th-8th).
Leboratory data did pot change from the
baseline findinge of mild leukocyto-
penia, anesia, and throsbocytopenia.
Liver function teste, normal at diag-
nosis, gave evidence of dnflammation
(560T = 78 IUfL, GGT = 125 IU/L, 1IH =
267 IUSL). Markere of hepatitis B infec-
tion resained oegative. The cytomegalo-
virus antibody titer was lov and wiral
cultures were pegative. Repeat gallium
scang at thig tise demonstrated no pul=
monary uptake; moderate diffuse hepato-
gplenomegaly was indicated.

(ver the next 2 months, new bullous
lezisae continuved to develop and to
heal. Liver enryme elevations continued
to incresze, with the SG0T level mesgur-
ing as high az 364 ID/L. A percutanecus

liver biopsy demopstrated minimal im=
creased iron and mild fatty setamorpho=
sis. There were mo inflamsatory infil-
trates and oo graoulomata. Acid fast
and Gomori's methenamine-silver stainos
were cegative.

At this poiot the patient mentioned
that his urice bad been turning red. A
24-bour wurine collection demonstrated
1642 mca of coproporphyrins and 6355 mca
of wroporphyrins. The urine fluoresced.
A diagoosis of porphyria cutapea tarda
(PCT) was made. There was mo family bhis-
tory of PCI. There was alsoc me koown
exposure to hepatotoxins or exogenous
estrogens, and the patient's iogestion
of alcohel was not significant. The
alpha-fetoprotein level was less than
2 pg/ml. The nusber of new lesions bas
diminished with restricted exposure to
the sun. However, the usual forms eof
therapy for PCT, such as phlebotomy ex
hydroxychloroguine, have been judged
inappropriate for this patient.

While & pusber of dermatologic le-
sions besides Kaposi's sarcoma have been
scen in AIDS patients, most have been
associated with wirsl, bacterial, eor
fungal infections. This case illus=-
trates that mot all lesicns may be cigns
of infections im AIDS patients. The
etiology of the marked liver functiom
abnormalities im this patient remains
to be determined.

G. F. Shipman, Foward Browvn Hemorisl
Clinic, Chicago, Illinmois 60645.

GENERALIZED LYMPHADEROPATHY
IN KYPERTRANSFUSED FATIENTS
WITH SICELE CELL DISEASE

We are caring for two boys, DB and
KS, ages 13 and 1B, vho have sickle cell
disease. Both bave been receiviog byper-
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trapsfusion therapy consisting of 2
units of packed red bleoad cells every
month s treatment for previous cerebro-
wascular accidents. Although they appear
healthy otherwize, each baz developed
generalized lymphadencpathy. Neither is
Haitian. Neither has a history of homo-
sexual activity or intravenous drug use.
Imsunclogical evaluations indicate sev-
aral sbpormalities: increased serum Igh
levels, decreased lymphocyte blastogenic
response te the mitogen PHA (N5), de-
ereased percentages of T-helper ly=pho-
evtes (T4), an increased percentage of
T-suppressor lymphocytes (T8) (DB), and
decreased T&:TE ratios. Specific data
are presented in the table.

DB has high levels of antibody to
HTLV-I1II. NS has yet to be tested for
HTLV-I11I antibodies. We feel certain
that both boys have AIDS-related lymph-
adenopathy. We have, therefore, studied
seven other patients without lymphadeno-
pathy whe bave sickle cell disease and
are being hypertransfused (HT) and seven
who do mnot reguire bipertransfusion
(KHT). Both groups of sickle cell pa-
tients (HT and NHT, respectively) bhad
lower percentages of T4 cells (32 % &;

27 # 3) and TE celle (22 % 5; 16 £ 5)
vhen compared with controls. Since T4
and T8 cells were both decreased, the
regultsnt TL&:T8 ratios (1.63 £ 0.3; 1.91
+ 0.4) were not significantly different
from control values. The lysphoprolif-
erative responses to PHA were decreased
in the WHT greup (69,970 % 938). Re-
gponses in the hypertransfused group,
slthough slightly lower (104,595 £
12,311) than contrel wvalues, were Dot
significantly different from controls.

We thus conclude that these two
bypertransfused boys with sickle cell
disease and lymphadenopathy bave unique
immunological abnormalities distinct
from those found in other patients with
gickle cell apemia without lymphadeno=
pathy. We wish to alert others to the
possibility that children with sickle
cell apemia whe require transfusions may
be at risk for AIDS-related conditioms.

K. P. Waring, J. E. Horgan, C. B. Daul,
and K. D. deShazo. Tulaoe University
School of Medicine, Departscats of Medi-
cine acd Pediatrics, Section of Climical
Imnunclogy and Allergy, New Orlesns,
Louvisisns 70112.

IMMUNOLOGICAL PARAMETERS IN SICKLE CELL DISEASE PATIENTS

Durstion
of BEyper- Duration Eerum
Age transfusion of Lymph- Igt FHA {E‘Fl} TS T8
Patient (Yr) Therapy adencpathy ng/ml 20 pg/ml % % T4:T8
DB 13 & yr 17 mo 6180 22,141 24 36 0.67
N5 18 9 yr 7 mo 4LD6D 7,583 19 22 0.8&
25 Coo- 14~ None Kone 1012 111,691 a5 23 1.76
trols 27 + 68 + 4,780 #1 22 0.2
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A STUDY OF IN VIVO IMMUNOHODULATION
BY CIMETIDINE IN PATIENTS WITH AIDS
AKD THE AIDS-RELATED COHPLEX

Cimetidine iz knewn to act as a his-
tazine antsgonist. It binds specifically
te H-2 recepters present oo BUpPpressor
T cells. The imsuncmodulatory effects of
cimetidine were studied in wive in seven
patients with AIDS and in four patients
with AIDS-related complex (ARC). All
patients had been stable clinically for
at least & weeks before the ipitiation
of therapy.

Limetidine (Smith Kline and Frenoch
Laboratories, Philadelphia, PA) was ad-
ministered in doses of 300 mg four times
per day for & weeks to patients who had
given written informed consent. Elood
sanples were dravn just before treatment
began, oo the 14th and 2Bth days of
therapy, and 14 days after the comple-
tion of therapy. T cells were analyzed
phenotypically for QET4 and OKTE mar-
kers. Lyophocyte preliferative responses
te mitcgens--phytobemagglutinin (PHA),
concacavalin A (cen A), and pokeweed
mitcgen--were quantitated before ther-
apy, oo the 28th day of therapy, and
14 days after completion of therapy.

There was no significent associationm
of cisetidine treatment with alterations
of OKT4:0KTE raties in any subject. Sim-
flarly, there were mno significant
changes or enhancements of lymphocyte
proliferative responses to mitogens in
any of the patiepts during or follewing
therapy. In the seven patients with
AIDS, the mean lymphocyte proliferative
response to PHA was 23,952 (28,759) CPH
(counts per minute) om completion of
therapy compared to 39,149 (215,304) CPH
before therapy. The mean response to
con A was 15,939 (%6,625) on completion
of therapy compared to 14,645 (25,643)
CPH prior te therapy. Similarly, the

mean lymphocyte proliferative response
to PHA in the four patiests with ARC was
61,713 (24,324) CPM at completion com=
pared to 77,076 (232,829) CPH before
therapy. The mesn comn A response Was
50,010 (45,232) CPY after therapy com=
pared to 62,562 (%36,8L48) CPM at base-
line. In addition, none of the patients
in either group provided evidence sug-
gestive of clinical improvement.

This pilot study suggests that the
administration of oral cimetidine is mot
associated with apparent imsunclegic im-
provement in patients with AIDS and ARC.

H. H. Grieco, M. H. Reddy, D. Haawar,
I- Ii- .ﬁ.'ﬂl.ljl, H-. L. Hﬂ':illtr. H. A.
Heltz, J. Debre, 8. Bellosa, E. Johasem,
J. W. Eislak, E. Coken, and P. C. T.
Dickinsen. R. A. Cooke Imstitute of Al-
lergy, St. Luke's-Boosevelt Hospital
Center, New York, New Yerk 10019; Und-
versity of Medicine and Dentistry of New
Jersey, University Hospital, Nevark, New
Jersey 07103; Bt. MHichael's Hospital,
Newark, New Jersey 07102; St. Vincent's
Hospital Center, New York, New York
10011; Harlem Hospital, Kew York, New
York 10037.

DISSEMINATED VARICELLA-ZOSTER
COMPLICATED BY COMPLETE KEART
BLOCK IN A PATIEKNT WITH AIDS:
SUCCESSFUL TREATHENT WITE ACYCLOVIR

The wery severe suppression of cell-
mediated issunity (CHI) associated with
AIDS predicposes patients to sultiple
opportunistic infectionz. Reactivation
of a wvaricella infection presenting as
localized or discesminated herpes zoster
(HZIV) is pot surprisiog in this cetting
and has been reported previously (Quin-
oan GV, Masur H, Rook AH, et al: JAMA,
1984, 252:72=77). This report describes
& case of diccesinated HIV in an AIDS
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patient. A severe myocarditis develecped
and required the chronic administration
of acyclovir for its comtrol.

A 29-year-old hispanic woman with me
risk factors for AIDS presented in May,
15984, with Campylobacter enteritis and
cryptosporidiosis. In Junme, 1984, she
develcped esophageal candidiasis and a
severe HZV lesion on her posterior chest
wall. Very severe T cell suppression
was documented (22 T4 positive cells/pl
of blood; normal in our laboratery = 567
+ 250/pl). The diagnesis of AIDS was
supported by the finding of anti-HILV-
111 antibedy in her serum. Hycobacterium
avium-intracellulare was cultured from
ber dusdepus and urice. The zoster re-
sponded slovly to intravenous acyclevir
but cleared by August, 1984. Two wveeks
after discharge, the patient developed
severe herpetic lesions on her buttocks.
These coalesced into a necrotic ulcer.
Herpetic outbreaks occurred on her face,
chest, and extremities. At this time
she had a beart rate of 44 and blood
pressure of 90/60. 5he .was not ortho-
static. An EKG revealed third degree
heart block. Her chest x-ray was normal.
Intravenous acyclovir was recommended
and a temporary pacemaker was inserted.
An echocardiogram of the heart and a
multigated acquisition scan (MUGA) and
a gillium scan were all normal. Her con-
dition was complicated by rapid deterio-
ration in repal function which had pre-
viously been pormal. Creatinine rose
steadily to 4.4 mg/dl, while creatininpe
clesrance fell to 15 ml/min. As such as
14 gon of protein were excreted in the
urine per day. After 7 days of treat-
ment, skin lesions had cleared but the
heart block persisted. A permanent pace-
maker was inserted.

In September, 1984, the patient de-
veloped left-sided heart failure. A
HUGA dezonstrated an enlarged and hypo-

kinetic left wventricle. Intravenous
acyclevir was again started and beart
failure was controlled with Lasix and
digoxin. Since then, two further admis-
sions for severe HIV infection bave been
necessary. After cootrolling am exacer-
bation of zoster with intravenous acy-
clovir in October, 1984, the patient was
discharged om oral acyclovir (400 mg
five times per day). The patient has
been free of zoster lesions for 3
months. Coincident with the chromic oral
administration of acyclovir, left wven-
tricular function improved and became
almost normal by November, 1984. The
complete heart bleck persists. Renal
function bhas steadily improved and is
now almost normal.

HIV may iovolve the nervous system,
eye, lung, and liver. Hyocarditis,
though rare, has been reported (Hoore
CH, Henry J, Benzing G III, et al: An J

Dis Child., 1969, 118:899-902; Morales
AR, Adelpan 5, Fine G: Arch Pathol.,

1971, 91:29-31). Clearly, HIV can be a
persistent and serious infection for pa-
tieats with AIDS. We believe that this
virus damaged the beart and perhaps the
kidneys of the patient described in this
report. Because there was no evidence
for right wentricular invelvement, we
did not obtain an endomyocardial biopsy.
Left ventricular biopsies are more dan-
gerous, and the lesions in HIV myocardi-
tis are focal (Kereiakes DJ, Palaley Wi:
Am Heart J., 1984, 108:1318-1326). NKev-
ertheless, the concomitant occurrence of
widespread cutaneous zoster with acute
detericration im cardiac function re-
sponding to acycleovir strongly suggested
that a zoster infection of the heart had
developed.

Cytomegalovirus (CMV) and atypical
Hycobacterium infections can each pro—
duce cardiac disease in patients with
AIDS (Guarda LA, Luna MA, Smith J. Jr,
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et al: Am J Clin Pathol., 1984, E1:5408-
557: Centwell AR Jr: Grovth, 1984, &7:
129-134). FKeither wvas a likely cause
in this case: oo CHV was isclated from
urine or saliva and the patient isproved
on acyclovir at a time vhen her apti-
mycobacterial therapy had been with-
dravn. While our patient's serum com-
taioed a high titer of antibedy te HILV-
111 wirus, this agent bhas not been re-
ported to infect the heart and does mot
respond to acyclevir.

EZV kas been reported to cause tissue
damage to host tissue by provoking an
imsune response. In additienm, & direct
cytopathic effect of the wirus on in-
fected cells has been reported (Kereia-
kes DJ, Falmley WW: A= Heart J., 1984,
108:1316-1326). Witk imounosuppression
as profound as that seez in our patieat,
the latter effect is far more likely. As
in this case, HZV bas been reported to
have a propensity for conduction rather
than contractile tissue (Morales AR,
Adelman S, Fine G: Arch Patkel., 1971,
91:29-31). .

HZV skin lesions are common whea CHI
is suppressed in the elderly, in pa-
tients with Hodgkin's disease, or in re-
cipients of renal allografts (Wang DI,
Peary OL: Med Clin North Am., 1983, 67:
1075-1092). In the latter group, con-
tinued ismunesuppression can result in
persistent infection. With suspension
of imsunosuppressive treatsent, the le-
sions frequently clear (Gallagher JG,
Merigan TC: Ann Intern Hed., 1979, 91:
B42-846). The depression of CHMI in pa-
tieats with AIDS is curreatly irrever=
sible; patients must depend on the aoti-
viral properties of acyclovir, a drug
which is frequently effective agaiost
HZV (Balfour HH Jr, Bean B, Laskin OL,
et al: K Engl J Hed., 1983, 308:1448-
1453). We have adoinistered oral acy-
clovir chronically to keep this patient

free of HIV lesions, using the approach
reported for treatment of chronic herpes
gimplex infections (Straus SE, Scidlis
M, Takiff H, et al: Amn Intern Med.,
1984, 100:522-524). When zoster infec-
tion occurs in advanced cases of AIDS, .
it iz likely to disseminate dangerously.
The leng-term admipistration of oral
acyclovir may prove to be valuable in
the control of this problem in such
patients.

J. H. Belin and J. M. Dwyer. Section of
Clinical JImmunology, Yale University
School of Hedicine, Kew Haven, Com-
necticut 06510.

GUIDELINES FOR CONFIDENTIALITY
IX RESEARCH ON AIDS

The identification of AIDS 3 years
ago created a crisis of cenfidence.
Persons with AIDS and others who might
be research subjects recognized that
research was essential for understand-
ing, treating, and preveoting this dev=
astating disease. However they also
were concerned that information dis-
closed for research purpeses might be
used in ways that could be detrimeatal
to their own interests. TUnless these
individuals can have confidence in the
systems designed to protect their pri-
vacy and in the pecple to whom perscoal
information is entrusted, they will face
a difficult choice--either to provide

‘inaccurate or incomplete data, thus co==

promising the validity of the researzch,
or to give accurate and full dats, thus
placing themselves at risk. The diles-
pa, then, has become the following: What
procedures and policies will both pro-
tect the privacy of rescarch subjects
and epable research to proceed expedi-
tiously? Now that major rescarch efforts
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are being undertaken to tackle the many
puzzling aspects of AIDS, this question
has become an urgent omne.

%hile in part a technical and admin-
istrative problem, the issue has impor-
tant ethical, legal, and social aspects
as well. Ethically, a balance must be
struck between the primciple of respect
for perscns (which requires that indi-
viduals should be treated as autonomous
agents who have the right te control
their own destinies) acd the pursuit of
the common good (which requires maximiz-
ing possible benefits and minimizing
possible harms to society as well as to
individuals). Legally--by statute, pol-
icy, and regulation--subjects, research-
ers, apd institutions sust be protected
fros involuntary disclosure of informa-
tion. Those entrusted with confidential
information must be prohibited by law
from unjustifiable voluntary disclosure.
As a society, ve must express our moral
comzitment te the principle that all
persons are due a full peasure of com-
passion and respect. )

Any investigation involving a disease
which is possibly communicable poses a
tension between an individual's desire
to control personal information and the
desire of others to have access to that
information. Although this tension is
not unique to AIDS, it is particularly
sharply drawn in this case, because
those groups that have been identified
as at high risk are also highly vuloer-
able socially, economically, and politi-
cally. Because of the unknown factors
that are involved in AIDS, researchers
may have to explore many intimate as-
pects of an individual's medical, so-
cial, and behavioral history. Further,
these data will bave to be kept for an
extended period. Investigaters may seek
information that reveals, for exasple,
that a subject has engaged in homosexual

or other sexual practices that are il-
legal in many states and are subject to
social stigms, has injected drugs ob-
tained illegally, bas epgaged in crimi-
nal activities, such as prostitutiea, eor
has ectered the country dllegally.

Furthermore, disclosure of a diagno-
sis of AIDS, or perhaps even involvement
in AIDS resesrch, carries a stigma that
can adversely affect a persen’'s inter-
ests socially, politically, and ecooocmi-
cally. Potential subjects, either indi-
vidually or through organizations repre=
senting their dinterests, have sought
recogaition of these risks and assur-
ances that appropriate measures will be
taken to protect their privacy.

For these reasons, we believe that
special guidelines are pecessary for
AIDS research. The guidelines which we
have developed are concerned with the
protection of the privacy of persons
with AIDS and their families and
friends, with the confidentiality of in-
formation collected about them, and with
the security of data systems in which
this informatiom is stored. Howvever,
research into other diseases also car-
ries risks for subject populations. We
hope that guidelines on AIDS will stimu-
late an examination of the general prob-
lem of protecting the confidentiality of
research records.

AIDS research is conducted in a coo-
text of standards already set by law and
regulation, professional practice, and
agency policy. In some cases, these
standards provide only minimal protec-
tion. The guidelines, which were devel-
oped by a multidisciplinary group repre-
senting diverse professional, public and
gocial dinterests, are intended to
strengthen existing protections and pro-
cedures. They are directed at several
sudiences: researchers, public health
officials, legislators, mesmbers of in-
stitutional review boards, subjects, and
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organizations that represent subjects’
interests.

Thirteen topics and broad issues are
addressed in the guidelines. They are
the follewing: (1) What activities are
covered by the guidelines? (2) For whom
ig confidentiality protection necessary?
{3) What kinds of informatiom are re-
searchers likely to neced and what are
the likely scurces? (&) When are iden-
tifiers needed in research and what pre-
cautions should be takea? (5) Who should
bave access to personally identifiable
information obtained in research or sur-
veillance? (6) Whe should NOT have ac-
cess to personally identifiable informa-
tion obtained in research or surveil-
lapce? (7) Vhat are the current legal
protections? (8) What steps should be
taken to enhance the legal protections
available to research subjects? (9) What
standards should instituticoal review
boards follow? (10) When is consent re-
quired? (11) The need for consistency.
(12) The need for a’continuing advisory
board. (13) Communication and education.

A copy of the guidelines proposed and
the recommendations of the committee can
be cbtaimed by writing to: AIDS Cuide-
lipes, IRBE Hastings Center Report &/6,
360 Broadway, Hastings-on-Fudson, New
York, 10706.

BE. Bayer, €. Levipe, and T. H. Hurray.
The Hastings Center, Hastiogs-cn-Hudson,
Kew York 10706.

FSYCHOSOCIAL AND PSYCHIATRIC
ASPECT OF AIDS

The AIDS epidemic bas produced pro-
found psychesocial and medical impacts
sicce it was first recogoized in the
United States in 1979. The illnesses of
AIDS patients and alse of the much

larger nusber of individusls diagoosed
as having AIDS-related cosplex (ARC)
bave affected pot only the patients but
also s significant pusber of family mem-
bers, friends, spouses, lovers, healthy
pembers of high risk groups, health care
professionals who care for AIDS pa-
tients, and sechers of the general popu-
lation. AIDS has bhad a such greater
psychosocial impact thaa would be ex-
pected based solely on the numbers of
disgnosed patients or the nusbers of
pecple who have died from AIDS.

Many facters contribute to the great
psychosocial dimpact of AIDS: its pew-
ness, its high two-year mortality rate,
its transmissibility, its long inmcuba-
tion pericd, its resistance to effective
treatzent, its early associstion with
stignatized population groups, acd its
predozinance in young adults and in
children. This paper addresses psycho-
social and psychiatric issues for diag-
posed AIDS patients and also briefly
discusses psychosocial effects on other
groups of "AIDS-affected" individuals.

Any disease can affect not only an
individual's biclogicel functioning but
potentially also bkis/her persomal acti-
vities (routine self care, mobility, and
physical  activities), psychological
well-being, general health perceptions,
social functioning, and role functionimg
(work, social interactions, leisure
activities) (Ware JE: Cancer, 1984,
Suppl 53:2316-2323.) AIDS is an ex-
tremely "psychosocially malignant™ {l1l1-
ness. The biomedical effects of AIDS and
the social and psychological effects of
this transmissible, life-threatening
illopess often sericusly damage all of
the levels of individual functioning
just eoumerated.

Concepts which have previously proven
useful in understanding the psychosocial
impacts of numerous sericus medical ill-
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pesges alsa are applicable to AIDS.
These include the life cycle phase of
the individual (the psychosocial impact
on the patient and mesbers of bis/ber
gocial netwark varies dramatically when
5, 35, or 65 year olds are compared),
the patient's previous patterns of cop-
ing with stressful events includipg ill-
negses, the sources, types, and adequacy
of social supports currently being given
by cthers, the degree and sources of on-
geing curreat psychelegical distress,
the extent to which the illness has re-
sulted ip functional losses and has
brought on a grief reaction, the manmer
in which the illness is conceptualized
by the patient (for example, as punish-
ment), the effects of the illness on the
patient's positive persopal ideatity
{(for example, enforced dependence on
others may result in feelings of worth-
lessness), and the extent to which the
illoess threatens & hoped=-for future.

The feeling of helpless vulperabil-
ity--that one can do nothing to affect
the course of cne's illness--is 3 common
and powerful source of distress for AIDS
patients. AIDS is currently a highly
stigmatizing illness. The social support
received from others can-be undermined

when others fear contracting AIDS
through dnteractions with the AIDS
atient.

Clinically, there are phases of the
psychosocial response to AIDS (Nichells
SE: Psychosomatics, 1983, 24:1083-1089;
Forstein M: Semin Oncol., 1984, 11:77-
82). These are like the four phases com-
monly encountered in cancer. Weisman
has defined these phages as existential
plight (the acute, intense, often chao-
tic early psychological response to the
diagnosis of a life-threating illoess),
accommodation and mitigation (the pro-
cess of resolving the acute psychologi-
cal crisis and achieving a new, rela-

tively stable, psychological equilib-
rius), recurrence and relapse (the re-
sponse to the realization that cure is
oc longer likely and that this disease
ig likely to cause one's death), and
deterioration and declize (the prepara-
tiop for imminent death when the ter-
minal phase of illpess is entered). The
phases of exigtential plight and recur=
rence and relapse are usually character=
ized by the most intense psychological
distress and are the phases during vhich
there is the greatest risk that psychia-
tric sysptoms will develop (Weisman AD:
Gen Hosp Psychiatry, 1979, 1:187-193).

Hospitalization often produces added
stresses. Io bospitals, ipdividuals ex-
perience leogthy periods of social iso-
lation. In addition, they may be de-
prived of direct physical contact with
others when infection comtrol procedures
are being enforced.

AIDS patients quite frequently devel-
op psychiatric syndromes. Some patients
completely deny illoess and refuse ap-
propriate treatment. Anxiely States,
panic attacks, severe reactive depres-
gions, brief stress-induced reactive
psychoses lasting a few hours or days,
marked precccupation with physical symp-
toms (bypochondriasis), and chromic im-
somnia have all been observed. GSoome pa-
tients engage in highly dangerous risk-
taking behaviors. Suicidal crises and
successful suicides appear to be more
frequent in patients with AIDS than im
cancer patients.

Central mnervous system (CN5) dis-
eases, which are vsually associated with
organic sental disorders, are Very com—
mon in AIDS patients. The neuropsychi-
atric syndromes common in AIDS include
delirium, organic personality disorders
andfor affective disorders, and demen-
tia. Localizing neurclogic signs may be
present in AIDS patients with CK5S dis-
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sage. In one report, 50/160 AIDS pa-
tients (31%) bad evidence of neurclogic
disesse prier to desth. The CHS problems
in AIDS patiects include syndromes sec-
opdary to inofections (subacute encepha-
litis often probably due te cytomegale-
virus, cryptococcal and other meningi-
tides, toxcplasmosis and other infee-
tious cerebral mass lesione), mecplasms
(CH5 Kaposi's sarcema, issuncblastic
lyosphoma), and cerebrovasculsr disease
(Spider WD, Simpson DM, Nielsen 5, et
al: Ann Neurel., 1983, 14:403-41R).
Other organo system dizesase stater common
in AIDS may aleo contribute to acute or-
ganic mental diserders, such az delir-
jum. These include bypoxemis secondary
to Pnsumocystis carinii pneumonia, meta-
bolic isbalance secondary to diarrhea,
sepsie, and post-ictal states.

Becauce of the high incidence of CRS
digeage in AIDS patients and the fre-
guency with which npeuroclogic dizeazes
precent ax psychiatric sycdroses in gen=
eral and because some CNS dizeaze pro-
cegzes can be suecessfully treated, phy-
giciane should always consider that a
peychiatric syndrome in an AIDS patient
may have an underlying neurcleogic cauze.
AIDS has been reported in ome study to
present with neurologic sy=mptoms (Levy
FM, Pens VG, Fosepblum HL: J Neurosurg.,
1984, 61:9-16).

Hembers of the high risk groups (par-
ticularly hososexual men) and people
with ARC have shovn a significapt inmci=-
dence of anxiety and deprescion related
te ceacern about AIDS. Thix iz to be
expected imn individuals who feel they
are at increased risk for develeping a
life-threatening illness. AIDS patients
io different high ricgk groups may exper=
fence group-related gpecific psychozo-
cial problems.

In homosexual men, the disgnoziz of
AIDE may precipitate a unique psycholog=-

fcal crisis, 1if family mesbers and
friends did met previously know of, and
accept, the patient's sexual orienta=
tion. Macy homozexusl ATDS patients who
have been estranged from their families
may experience uncertsinty about wheth-
er, and hkow, to reestablish ties with
family mesbers. In sddition, internal-
ized negative feelings about hososexual-
ity often are arcused or reswakened im
newly-diagnosed male hososexval AIDS pa-
tiects. Anxiety and guilt about the pos-
sibility of transmitting AIDS through
sexusl asctivity are also frequent
gources of stress.

Some hemophiliac patients have appar-
ently changed their patterns of facter
VII1 use in response to the ATDS epidem-
ic. Tresendous stress becomes associated
with factor VIII usage which iz at ooce
acutely life-zaving and at the sazme time
potentially life-threatening.

Little has been published concerning
the psychiatric effects of AIDS in chil-
dren, although many apparently come from
fragmented families with limited econom—
ic and psychosocial resources. The ad-
verse effects of fatal {lloesses in
children on the physical health, psycho-
logical status, and social functioning
of other family mesbers have been docu-
mented in families of children with can-
cer (Kaplan DM, S=mith A, Grobstein R, &t
al: Sorial Work, 1978, 1B:60-69).

Some Haitisans have been ostracized by
their families after receiving a diagno=
it of AIDS (Forstein H: Semin Onecel.,
1984, 11:77-82). Little else has been
written about the psychistric effects of
AIDS in Faitians or im intravenous drug
abusers.

Family wmembers, spouses, lovers, and
clozse friends of ATDS patients face many
stresges induced by the patient's pro=-
gresgive physical decline and eventual
death. Physical and emotional exhaustion




THIS MEMORANDUM CONTAINS FRELIHMINARY DATA WHICH HMAY NOT EE CITED
EXCEPT AS PRESCRIEED IN THE GROUND RULES FOUND ON PAGE 1

AIDS Mesorandum, Vol. 1(9), 1984

Page 14

and anticipatory grief are freguent.
These may contribute to conflict and
even to estrangement at & time when the
patient most needs both the emoticoal
support and practical assistaoce best
provided by these intimate relation-
ships. Health care professiopals caring
for AIDS patients may "burn out™ as a
result of the stresses they expericoce
from the often intense oceds of the pa-
tients with respect to both physical
care and emotiomal support and from the
recurriog gricf reactions they experi-
eoce vhen AIDS patients (who are often
previcusly healthy, young adults) die.

FPsycheosecial Interventions with
"AIDS-Affected" Individuals

The cosponents of an ideal program to
meet the psychosocial and psychiatric
peeds of the "AIDS-affected” population
are listed in the table. In general,
brief individual psychotherapy, support
groups (especially open-ended "drop in"
groups), education, 'and psychopharmaco-
logic therapy appear to be effective
when used appropriately with AIDS pa-
tients. Health care professionals need
to become avare of the unique psychoso-
cial peeds cof AIDS patients from specif-
ic high-risk groups, of the psychesocial
consequences of the lengthy periods of
disability common in AIDS (particularly
in patients with opportunistic infec-
tions), and of the psychiatric presenta-
tions of neurologic diseases seen in
AIDS.

FPaychological Stresses for
Eercpesitive Blood Donors
BEcreening of potential blood donors
for HTLV-1II antibody bas begun. This
technical achievemeant hae ereated ethi-
cal and psychelogical guestions with re-
gard to policies for informing seroposi-
tive donors of their status.

Lopgitudinal studies of sexuslly ac-
tive seropesitive bomosexusl males iz
New York City indicate that they are at
risk for developing AIDS or ARC (Goedert
JJ, Sarngadbaran MG, Biggar RJ: et al:
Lancet, 1584, 2:711-716). It is comcei-
vable that currently heslthy, but sero-
positive, ipdividuale could, by altering
their sexual behavior or esgaging im
other bealth-eshancing behaviore, pre=
serve their imsunccompetence snd prevent
the development of AIDS or ARC. They
might alse want to take measures to pro-
tect their acquaintances from exposure
to FTIV-11I.

Mary studies have found that peocple
are able to deny, minisize; or in some
other way protect thesselves psychologi-
cally from threatening information.
People differ im vhether they want to be
informed of unplessant information: most
competently know inm advance that they do
or do not wish to receive potentially
digtreseing dinforsation about thedr
bealth status. Usntil the medical, ethi-
cal, legal, and confidentiality icsues
concerning eeropositive individuals are
identified and delinested, it might,
therefore, be appropriste to a5k thoze
tested for HILV-II1 seropositivity
whether or not they wish to know the re-
sults. All those who have chosen to koow
their sercleogic status could then be in=
formed by asn identical procedure, re=
gardless of the test results. The re=
sults could be given persomally, by an
individual whoe is medically knowledge=
able and who is psychologically sensi-
tive and espatkic. MAlomg with the test
findings, ®sedical information about the
meaning of sercpositivity could be given
to seropocitive individuales in a realis-
tie, but hopeful manner. The accessible
individual and group support TeEsSOUICES
available for seropositive individuals
could be described at that times as
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AN IDEAL COMPREMENSIVE PROCRAM TO MEET THE PSYCHOSOCIAL
AND PSYCHIATRIC NEEDS OF "AIDS-AFFECTED" INDIVIDUALS

I1.

I11.

. Care of individusl AIDS or ARC patients : ‘

A. Longitudinal cutpatient and in-patient care provided or coordinated by a
prisary physicisn throughout the illness.

B. Accurate and cosplete medical information presented as fully as desired by
the patient. Preseatation should be made espathically and with bope by the
physician.

€. Patient participation in the decision-making process for treatzect at all
times as fully as s/be desires.

D. Provision cf pesded additional medical services by a multidisciplinary team,
including mental health professionals knowledgeable sbout the psychiatric
preblems and peeds of AIDS patients. Access to brief individual psycho=
therapeutic, suppert group, and psychopharmaceologic interventions.

E. Provision of io-home care as needed.

F. Referral to community resources (such as AIDS Project/Los Angeles, Gay Men's
Health Crisig, acd others).

6. Routine (usually informal) screening of ARC patients or mecbers of high risk
groups for evidence of significant psychological distress. Referral for
psychiatric or peychological services as indicated.

Care of family mesbers, spouses, lovers, and close friends of AIDS or ARC
patients

Ieformal sereening for psychological support or for information. Frovision
of these services on an individual andfor group basis. Frovision of post=-
bereavenent Aupport.

Support of health care professionals caring for AIDS and ARC patients

Regular andfor ss-needed group meetings to provide informatien and to allew
for expression of feelings engendered by patients’ illoesses and deaths to
pinimize staff stress and to prevent chronic professional stress syndrome
(burn out).
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well, se¢ that help will be provided for
coping with any level of distress engen-
dered by the test findings. Although
such & program would be costly, requir-
ing the services of highly skilled per-
sonnel, it might be effective not only
in preventing andfor relieving psycho-
logical distress, but in lessening the
buman toll of the AIDS epidemic.

D.L. Welcott. Department of Fsychiatry
and Bicbehavioral Sciences, UCLA, Leos
Angeles, California 90024.

BLOCD TRANSFUSION SAFETY STUDY

The National Heart, Iucg and Blood
Tostitute (NHLBEI) of the Natiomal Insti-
tutes of Health is sponsoring & contract
held by the University of Southern Cali-
forpia to establish a serum repositoery
for collecting, labelling, and storing
serum samples from 200,000 randomly
selected wvolunteer blood donors. The
blood will be tested for antibedies to
HILV-111. The consent form printed below
was developed by the contracter im com-
sultation with the KMLEl ansd iz being
used in four centers: Loz Angeles Orange
County Red Cross, Irvin Hemorial Bleod
Bank of San Francisce, the New York
Elood Center, and the South Florida
Elood Service of Miami. Seropositive
donors will be eatersd into a prospec=
tive study as will recipients of blood
products from these donors.

Consent Form

1 understand that, az part of & na-
tional research study of 200,000 volun-
teer blssd denere, 1 am being ssked to
consent to having & small sample of my
blood saved and poscsibly used for re-
gearch. Seme of the gamples will be
gelected for future testing for infec-
ticus agesntz which may be transmitted by

blocd transfusion. This includes Dev
tests for antibodies to indicate whether
a virus has been or is present which is
possibly related to AIDS or other
diseases. :

The significance of the presence of
the antibodies and the reliability of
the method used to detect them are mot
knowvn at this time, If =y blood is
tested and if these antibodies are de-
tected, I will be informed of the re-
sults and offered further testing to
clarify their meaning. Even if anti-
bedies are mot detected, I may be con-
tacted and asked to serve in a compari-
son group. 1 copsent to be contacted
for further tests.

I understand that I am free to de-
cline to allow a sample of sy blood to
be saved for testing. If I do partici-
pate and am ceotacted in the future, I
will be free to decline further testing
at that time.

I further usderstand that resulte of
the test will be treated with confiden-
tiality. Only authorized staff of thie
institution and mesbers of the research
team are expected to have asccess to the
information relative to my test; how-
ever, officiale of the Food and Drug Ad-
ministration or others authorized by law
may require sccese to this informatiom.

My entrance to this study is com-
pletely voluntary. If 1 decide mot to
participate I will not be denied any
benefit ts which I am othervise
entitled.

Any guestione I may bhave about this
gtudy or my rights sz & subject may be
addrezesd ta =
whe iz fully scquainted with all of the
detsile of thiz study.

F. A. Pitlick. National Heart, Lung and
Blood Institute, National Institutes of
Fealth, Bethesda, Haryland 20205.
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GREEK WORKING PARTY ON AIDS

A Working Party on AIDS was set up
by the Ministry of Health and Welfare
of Greece in October, 19B3. Itz mandate
included (a) advising the Ministry on
the current status of understanding
about AIDS and proposing measures to
cozbat the disease, (b) organizing a
natioowide epidemiology surveillance
system, (c) erganizing diagnostic faeil-
ities and periodically reviewing sus-
pected cases, and (d) providing adequate
information to  bospitals and other
bealth personnel and educating the pub-
lic. MHembers of the Working Party are
G. Papaevangelou, J. Papapanajotou, J.
lordanoglou, J. Stratiges, T. Mandalaki,
J. Economidou, A. Kaloterakis, and Th.
Stephanou.

The Working Party has met several
times and, by ministerial decision, has
declared AIDS a reportable infectious
disease. It bhas established an epidemi=-
ological registry For reporting sus-
pected cases and bhas issubd specific in-
structions for recordkeeping. Guidelines
have been issued for blood donors and
precautions for health personnel ecaring
for patients bave been establighed.

Five ceses of AIDS have been reported
to date (Table). Iymphadenopathy asso=
cisted syndrome (LAS) was diagnosed in
#ix patients. All six bhad bemophilia.
All bad been beavily treated with factor
VIII coocestrates of commercial origin.
Antibodies to LAV were detected in sam-
ples studicd from almost all of these
patients. In contrast, aotibodies to
LAV were pot found in sasples from pa=
tieats with classical Ksposi's sarcoza.
Some details of these studies have al-
ready been publisked (Papavangelou G,
Econcmidon J, Ksllinikes J, et al:
Lancet, 1984, 2:642). Furtber studies
of individuals in high risk groups are
in progress.

In July, 1984, the Ministry of Re-
search and Techoology issued a call for
recearch preposals om AIDS.

G. FPapaevacgelou. Natiocal Center for
Viral Hepatitis, Athens School of Hy-
giece, Athens, Greece 11521.

CHARACTERISTICS OF AIDS PATIENTS IN GREECE

Fitienot Sexual No. of T4 Fatio Antibodies
No. Origin Sex Age Behavioer Cellsf/pl T4:TE to LAV
1 Zasbia Hale 26 Homosexual o 0.00 +
2 Creece Hale 36 Bisexual 7 0.18 +
3 UsA Hale 31 Bisexual 54 0.09 +
& Burupdi Male 33 Heterosexusl 158 2.0 +
5 Greece Hale 35 |[FHomosexual az 0.07 K.D.
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KEW BOOK: AIDS, A BASIC GUIDE
FOR CLINICIANS

The recently published welume, “AIDS,
A Basic Guide for Clinicians" (F. Ebbe-
sen, R.J. Biggsr, and M. Melbye (Eds),
Munksgaard, Copenhagen, 1984), consists
of a series of short essays om various
aspects of AIDS. The essays were written
by individuals and groups with extensive
experience dezling with different facetis
of this disease. As stated in the pref-
ace, the book is meant to provide a
clinical and laberatery profile of AIDS
which could serve as a ready reference
to general physicians whe find them-
selves responsible for the care of the
occasional AIDS patient. Perhaps because
of the very conciseness of the individ-
ual centributions, this purpose is geo-
erally well-served.

A basic philesphical question that
must be asked about any book on a mewly
discovered disease (including AIDS) is
how complete is the information that is
presented and how long will that infor-
mation remain current and useful. What
can be said in the case of AIDS is that
the biomedical community has moved with
extraordinary rapidity to limn ocut the
major features of the disease. As a re-
sult, barely & years after the descrip-
tion of the first case, we already have
on hand a body of information which can
reasonably form the basis ef an organ~-
ized apd coberent compendium. Having
said this, it is alse fair to poiot out
that any book on AIDS writtem at this
point will become increasingly deficient
as certain areas of information about
AIDS expand. Ia particular, this book
was written just a short time after the
HTLV-1I1 retrovirus was discovered. Con-
sequently, the Iispact of knowing the
ideatity of the asgent wvhich causes AIDS
on our understanding of the epidemioclogy

of the disease, on prevention of di-
gease, and on certaip clinmical manifes-
tations is mot fully known and could met
be reflected in the book.

It follows from all this that the im-
dividual chapters reflect the strecogths
acd weaknesses of the koowledge base in
each field. I felt that the clinically
eriented chapters, which form the core
of the book, were comsendable because
they cootaio all the cssential eleseats
necessary for the geocral physiciasa, yet
they were free of excess information
likely to be of ioterest mainly to ex-
perts. Perhaps ome exception here is
the chapter on opportunistic infectioms
which is excellent as a curreat guide to
treatment but gives little information
about the unique clinical aspects of
guch infections in AIDS. A very welcome
feature of the book is the extensive
collection of coler photographs of wvari-
ous disease manifestations, histopatho-
logical findings, and other relevant
bactericlogical and diagnostic features.
These photographs are well reproduced
and cannot be found im other publica-
tions oo AIDS.

The woluse contains material that
does not, strictly speaking, have a di-
rect role in the care of AIDS patients
but is, nevertheless, extremely valuable
as background information om AIDS. For
instance, the beok provides up-to-date
inforsation about the ecpidemiology of
AIDS, the pathology of AIDS, and some
early but essential informstion about
the virology of AIDS. In addition, there
is a chapter on the immunology of AIDS
which is quite clear and lays the
groundwork for understanding the various
fmmunologic dysfunctions occurring im
AIDS. Again, this basic informatiom
about AIDS is subject to change, and one
can expect significant new informatiom
to become available in the years ahead.
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Finally, the book contains a well-
indexed bibliegraphy.

Io all, this is & readable voluse for
soy clipician who bas peed of ao organ-
ized summary of the AIDS syndrose as we
koow it so far. It is oot the definmi-
tive word oo AIDS acd as suck is mot
likely to become a stendard reference
text. Nevertheless, it will find a uze-

ful place on many a shelf.

W. Strober. Naticmal Iastitute of Al-
lergy and Infectious Diseases, Naticoal
Ipstitutes of Health, Bethesda, Mary-
land 20205.

=

UPCOMING AIDS MEETING

Internationsl Conference on ATIDS
Atlants, Georgia -
April 14=-17, 1985 1

Iofor=ation
AIDS Cenference Office
Centers for Diseaze Control
Building 1, Room 2047
Atlsnts, Georgis 30333

The purpose of the Confereace is to
exchange scientific information on the
epideniclogy, vwirology, imsunclegy,
hematology, oncology, clinical manifes-
tations, snd treatment of AIDS, oa
screening and diagnostic tests, on psy-
chosocial and behavioral issves, and on
strategies for the prevention acd com-
trol of AIDS. Internationally recog-
nized scientists will provide a cospre-
henzive overview of the subject.
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U.5. AIDS CASES REPORTED TO THE CENTERS FOR DISEASE CONTROL AS OF DECEMBER 17, 1984

FERCENT PERCENT
TIISEASE CASES OF TOTAL DEATHS DEAD
K5 without PCP 1670 23 499 30
PCP without KS 4056 55 2040 50
Eoth ES and PCP 552 & 294 B85
DI without K5 or BECP 1230 17 &5 564
TOTAL TLO8 100 3498 &7

ES = El?ﬁlili BArcComa BCP = PI'II.‘I.IHEE]Etil carinii pn!u.lnnil
01 = Opportunistic infection ;

HALES FEHALES TOTAL
PATIENT GROUPS* CASES 1 OF TOTAL CASES L OF TOTAL CASES 1
Adult/Adolescent
Hemoeexual ar 5320 78 —_— —_ 5329 73
bisexunl men .
IV drug user ’ 998 15 262 55 1260 17
Haitian *216 3 39 B ) 255 3
Hemophiliac 47 1 0 o &7 1
Heterssexual & 0 54 11 1] 1
contactt
Transfusions with LE 1 &0 B B8 1
blosd products
¥one of the abave 20 3 78 16 279 &
TOTAL BE&S 100 473 100 7318 100
Peﬂintric;
Parent with AIDS 34 &4 30 21 b4 71
or at increased
rick of AIDS
Hemophiliac i B 0 0 & &
Transfusion with 10 19 F 5 i2 13
blood products
None of the above 5 9 5 14 10 11
TOTAL 53 100 37 100 90 100

* The risk groups listed are hierarchically ordered; cases with sultiple risk
factors are tabulated only in the risk group listed first.

Tt With a person with AIDS or at risk for AIDS.

] Inocludes patients under 13 vears of age at time of diagnosis.



